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Fig. 1. Patient exhibited left ptosis and subtle anisocoria.1. Introduction
Horner’s syndrome is uncommon in trauma. It can imply
serious underlying causes but it can have a benign cause. A case of
Horner’s syndrome due to amal-positioned chest tube is presented
to illustrate how this syndrome complicates the management of a
patient with multi-traumas.
2. Case report
A 30-year-old male was found lying unconscious on a highway.
Hewas presumably hit by a car. Hewas resuscitated by paramedics
and transported to the closest base hospital. Primary survey
revealed extensive injuries including bilateral rib fractures,
haemothoraces, haemomediastinum, and a complex pelvic frac-
ture. For his thoracic injuries, bilateral pleural chest tubes were
inserted. He was haemodynamically unstable in the emergency
department despite infusions of intravenous crystalloids and blood
products, and thus, he required an emergency laparotomy, which
revealed a large hepatic laceration across segments VII and VIII.
The laceration was packed with absorbable haemostatic products.
A post-operative echocardiogram to evaluate his haemomedias-
tinum revealed a left atrial thrombus with probable atrial wall
rupture. He was transferred to a tertiary trauma centre for cardiac
pathology that might require further cardiothoracic inputs. His
Injury Severity Score (ISS) was 50.
Hewas transferred to the intensive care unit (ICU) in the trauma
centre and his condition was closely monitored. Atrial thrombus
and probable atrial wall ruptureweremonitored conservatively by
use of serial echocardiograms. His condition was complicated with
a biparietal ischaemic stroke, likely secondary to an embolic event
from his atrial thrombus, which was managed conservatively.
Anticoagulation therapy was not initiated because of the risk of
major hepatic and mediastinal haemorrhages. His condition was
otherwise stabilised. The output of his bilateral pleural chest tubes
gradually reduced and the tubes were subsequently removed. The* Corresponding author. Tel.: +61 07 3636 8111.
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(CT) scans and his pelvic fracture was reduced and ﬁxated.
On recovery, he had an incidental anisocoria and left ptosis
(Fig. 1). His visual acuity was normal (6/6) with no detectable
visual ﬁeld defects. Horner’s syndrome of the left eye was
suspected. The cause of his Horner’s syndrome was unclear. TheFig. 2. Chest radiograph showing the position of left pleural chest tube abutting left
thoracic apex. He had a large mediastinal haematoma and multiple ribs fractures.
ier OA license.
Table 1
Reviews of Horner’s syndrome caused by a malpositioned pleural chest tube.
Literature Number of chest
tube inserted
Number of Horner’s
syndrome cases
Number of complete
recoveries
Rate of complete recovery
Kaya et al.3 662 5 4 80%
Zagrodnik and Klinea,8 – 9 3 33%
Shen and Liang7 – 1 0 0%
Bourque and Paulusa,2 – 1 1 100%
Total 662 16 8 50%
a Cases review article. Zagrodnik and Kline8 included cases from Roseggar (1980), Fleishman (1983), Kahn (1985), Dutro (1985), Bourque (1986), Bertino (1987), Campbell
(1989), and Pearce (1995). Bourque and Paulus2 included a case from Maloney (1980).
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position of his ipsilateral chest tube that might account for the
syndrome (Fig. 2). However, due to his extensive injuries, we
reinvestigated any potential serious causes of the left Horner’s
syndrome. The CT of the head, facial bones, neck, and chest and CT
angiography of the carotids were reviewed to exclude serious
pathologies, including central nervous system (CNS) haemorrhage,
cervicothoracic fracture, fracture of the ﬁrst rib, innominate or
carotid dissection, and facial bone fractures. There was no positive
ﬁnding and we concluded that his left Horner’s syndrome was
caused by the malpositioned left pleural chest tube.
3. Discussion
Horner’s syndrome occurs when the oculosympathetic path-
way (OSP) is interrupted.6 It poses a particular interest in multi-
trauma patients because the onset of Horner’s syndrome may
suggest serious traumas interrupting the OSP. The mechanism of
pleural chest tube-induced Horner’s syndrome is believed to be
due to neuropraxia of the second order neuron from direct
pressure.8,3
The incidence of Horner’s syndrome caused by amal-positioned
pleural chest tube was 0.76% (7.6 per 1000 pleural chest tube
insertion).3 Miosis and ptosis were the primary clinical features.
The diagnosis was oftenmissed, possibly due to the subtleness and
reversibility of this condition. Therefore, the true incidence of this
syndrome was likely to be higher. Throughout the literatures, 46%
(7 out of 15) who suffered from Horner’s syndrome had complete
recovery (Table 1). Our patient completely recovered in 6 weeks.
Because of its iatrogenic origin, some suggested that in order to
avoid the incidence of Horner’s syndrome, the pleural chest tube
tip should not be placed above the third posterior rib.1In cases of signiﬁcant traumas, Horner’s syndrome should not
be neglected lightly because it can represent serious pathologies.
Ketonen reported cases of severe vasculopathy, such as an
innominate artery aneurysm that presented with Horner’s
syndrome.4 Lorentze reported cases of musculoskeletal patholo-
gies such as fracture of the ﬁrst rib with the same presenting
complaint.5 Therefore, Horner’s syndrome that caused by a
malpositioned pleural chest tube should be diagnosed only as
exclusion.
In conclusion, new onset of Horner’s syndrome inmulti-trauma
patients requires thorough investigations to exclude serious
pathologies and it may have a highly reversible cause such as a
mal-positioned pleural chest tube. A mal-positioned pleural chest
tube as the cause of Horner’s syndrome should be reserved until
other serious pathologies are excluded.
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